were health-related quality of life (Short-Form 12 health survey), complications related to the fracture and surgery, and mortality. Results: The primary analysis was completed on 231 participants. There were no between-group differences in the mean Oxford Shoulder Scores (mean difference 0.8 points, 95% CI -1.3 to 2.8) over the 2 years or at any time point. Over the 2 years there were also no significant differences between the groups in the physical or mental component scores of the Short-Form 12 survey, in fracture and surgical complications (30 participants in the surgical group vs 23 in the nonsurgical group), or in mortality (seven participants in the surgical group vs five in the nonsurgical group). Both groups received a median of eight sessions of physiotherapy, with more than 90% of physiotherapy sessions including prescribed exercise and advice. Conclusion: Surgical treatment for displaced fracture of the proximal humerus followed by physiotherapy rehabilitation did not improve clinical outcomes or reduce complications compared with simply providing a sling and providing physiotherapy rehabilitation.
Provenance: Invited. Not peer-reviewed.
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Commentary
The decision for conservative or surgical management of proximal humeral fractures is widely discussed, and many displaced proximal humeral fractures (displacement of > 1 cm and/or 45 [ 3 _ T D $ D I F F ] deg angulation of fracture parts) are typically considered for surgical intervention. Current evidence indicates that clinical outcomes are similar to conservative management and that complication rates are higher. 1, 2 The pragmatic trial by Rangan and colleagues adds high-quality evidence to this limited body of knowledge, with similar findings of no significant or clinically important differences between surgical and conservative management groups. Although of great value, the findings may not be generalisable to more complex patients. Eighty percent of people screened for eligibility were excluded, mostly due to confounding comorbidities, mental capacity or associated dislocation.
Physiotherapy aims to help patients with their functional recovery after fracture. No evidence-based physiotherapy guidelines are available for the treatment of people recovering from a proximal humeral fracture. For the trial by Rangan and colleagues, a general physiotherapy protocol with recommendations in six rehabilitation phases was developed and received by both groups. 3 It represents current practice with pain management, staged progression in mobilisation of the upper limb in general and the glenohumeral joint, followed by progressive strengthening exercises and functional use of the arm.
Rehabilitation is recommended to be functional and activity based, and so is measurement of shoulder function. 4 Rangan and colleagues used the patient-reported Oxford Shoulder Score as the primary outcome. The mean scores ranged from 35.6 (6 months) to 40.4 (2 years post-fracture) on a 48-point scale. This difference is around their 5[ 1 _ T D $ D I F F ] -[ 4 _ T D $ D I F F ] point minimal clinically important difference. This could inform us that little improvement may occur past active rehabilitation, but also that (more) responsive and functional measures should be used. 4 
